Introduction
The role of triglycerides in the development of cardiovascular disease is as yet unestablished. Many epidemiological studies have found a relation between serum triglyceride concentration and the incidence of and mortality from coronary heart disease. 12 The relation is weakened and often disappears, however, when other risk factors are considered. 3 Most studies have been done in men, but among the few studies in women triglyceride concentrations has come out as an independent risk factor. 45 Austin reviewed the importance of raised plasma triglyceride concentrations from perspectives other than the epidemiological and c-oncluded that it is premature to dismiss triglyceride concentration as a potentially important risk factor.2
In various counties in Norway the National Health Screening Service has organised large scale screemng examinations for risk factors for the development of cardiovascular disease for the past 20 years. From these studies we have previously reported non-fasting triglyceride concentration to be a weak predictor of death from coronary heart disease in men; the strength of association depending heavily on whether total cholesterol concentration was accounted for. 6 The period of follow up is now sufficient (12 to 16 years) to give fairly precise estimates of the relation between triglyceride concentration and mortality from coronary disease in women.
Subjects and methods
During 1974-8 all men and women aged 35-49 years in three Norwegian countries were invited to attend a cardiovascular study. The attendance rate was high: 93% in women and 89% in men (24 535 women and 25 058 men). The previous study on men also included the Oslo study and the Troms0 study (1974) , in which only men were studied. 6 A detailed description of the study procedures has been given by Bjartveit et al. 7 All people participating answered a questionnaire at home about history of cardiovascular disease, diabetes, treatment for hypertension, symptoms of angina pectoris, physical activity during leisure, smoking habits, and stress factors in social life. In this study the healthy group consists of those who gave negative answers to questions about myocardial infarction, angina pectoris, other heart disease, atherosclerosis of legs, cerebral stroke, diabetes, treatment for hypertension, use of nitroglycerine, and symptoms suggesting angina pectoris or atherosclerosis obliterans, or both.
Height and weight were measured to the nearest centimetre and half a kilogram. After a minimum of two minutes' rest systolic and diastolic blood pressures were measured twice to the nearest 2 mm with a sphygmomanometer. The interval between the two measurements was one minute, and the second recording was used in this study.
A blood sample was taken from non-fasting subjects and analysed for serum concentrations of total cholesterol and triglycerides, both components being measured non-enzymatically on a Technicon AutoAnalyzer.7 On later comparison with enzymatic methods, the non-enzymatic methods used gave on average 10% higher triglyceride values and 8% higher cholesterol values.67 Concentration of high density lipoprotein cholesterol was not determined. The participants reported the time since their last meal, coded to five alternatives, ranging from less than one hour to eight or more hours. Adjustment for time since the last meal was made by multiplying the chemically determined value by the ratio of the total mean to the mean in the time category in question.
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Total cholesterol concentration Figure 2 shows the relation between mortality from coronary heart disease and the risk score In this prospective study of nearly all women aged 35-49 in three counties in Norway with a complete follow up with respect to death we found triglyceride concentration to be an indepedent risk factor of mortality from coronary heart disease, cardiovascular disease, and all causes. Furthermore, we found a difference between men and women in that triglyceride concentrations were not an independent risk factor for mortality from coronary heart disease in men.
Some effect of high triglyceride concentration is probably mediated through a low concentration of high density lipoprotein cholesterol,' 14 which, however, was not analysed in this study. Nevertheless, there was a distinction between the sexes as triglyceride concentration stood out as a predictor in women independent of variables adjusted for in contrast to what was seen in men (see table IV). In a second cardiovascular screening three to five years later the concentration of high density lipoprotein cholesterol was determined. A follow up study showed that the univariate relation of concentration of high density lipoprotein cholesterol to coronary death in women was much weaker than the univariate relation of triglyceride concentration to coronary death in this study.'5 There were too few deaths to allow a more detailed analysis for women in that study.
Within individual people the concentration of triglycerides varies much more than that of total cholesterol. This reflects both a larger within person biological variation, a coefficient of 20-25% with triglyceride concentration and 6-8% with cholesterol concentration,'6 and a less precise method for measurement. At the time this study was carried out the laboratory reported a coefficient ofvariation of 5% with triglyceride concentration and 3-3% with cholesterol concentration. Because of this large variation an attenuated association between triglyceride concentration and disease will be obtained. If repeated blood samples were drawn and triglyceride concentrations were measured with the more precise methods now available, triglyceride concentration would probably be an even stronger risk factor.
Several mechanisms have now been identified through which increased triglyceride concentrations could increase the risk of coronary heart disease. Triglycerides affect the haemostatic system through their positive correlation both with the coagulant activity of factor VII and with plasminogen activator inhibitor-I. '7 18 Triglycerides are also related to the presence of small, low density lipoprotein particles, Clinical implications * The sex differences in mortality from coronary heart disease in middle aged people are still unexplained * This study found that non-fasting triglyceride concentration was an independent predictor of mortality from coronary heart disease and all causes in women but not in men * The predictive power of triglyceride concentration in women was present at all body mass indices * The major risk factors of total cholesterol concentration, blood pressure, and smoking were related to mortality from coronary heart disease with equal relative strength in women and men * The mechanisms through which triglyceride concentration acts as a risk factor in women warrant further investigation now considered to be a genetically influenced risk factor for coronary heart disease.219 Hypertriglyceridaemic very low density lipoprotein may affect endothelial cells and turn macrophages into foam cells.320 Finally, postprandial hyperglyceridaemia with delayed clearance of chylomicron remnants may also increase atherosclerosis.2' In this respect, establishing the triglyceride concentration in non-fasting subjects could prove to be more informative than measuring it in fasting subjects.
The diet used in Western societies favours the development of decreased glucose tolerance, increased triglyceride concentration, decreased concentration of high density lipoprotein cholesterol, hypertension, and abdominal obesity. People with such a clustering of risk factors, the insulin resistance syndrome,22 are at an increased risk of developing coronary heart disease. Some of the increased risk seen here with increased triglyceride concentration may well have occurred through this mechanism. Admittedly, we did not find a relation between triglyceride concentration and body mass index, but this does not exclude the conclusion. In women obesity is mostly located around the hips (gynaecoid obesity) but it is the abdominal (android) obesity which is a coronary risk factor.23 Body mass index is a measure of total obesity and in this connection it probably reflects gynaecoid more than android obesity.
About 80% of the women in this study were menstruating at screening. With an average follow up of nearly 15 years the menopause will have occurred during that time for a large proportion. A comprehensive report from the second screening (five years after the first) described which risk factors were related to the occurrence of menopause among those 40 years or older who had reported that menopause had not occurred at the first screening.'3 Triglyceride concentration came out as non-significant in a mutivariate analysis. The factors most strongly related to the occurrence of menopause were number of cigarettes smoked a day and body mass index (inversely). Thus, the effect of raised serum triglyceride concentration is hardly mediated through an influence on the occurrence ofthe menopause.
In summary, non-fasting serum triglyceride concentration stands out as an independent predictor of death from coronary disease in middle aged Norwegian women in contrast to what is seen in men.
Abstract
Objective-To compare cost effectiveness of early and later treeatment with zidovudine for patients infected with HIV.
Design In spite of this, the current recommended medical practice is to prescribe zidovudine for patients with symptomatic HIV whose lymphocyte counts are below 500x 106 CD4 cells/I.6 However, the cost implications of giving zidovudine early in HIV infection have not been fully explored. We examined the cost effectiveness of early treatment with zidovudine using data recorded in a Veterans Affairs cooperative study.
Methods
Data sources-The Veterans Affairs cooperative study ( 
